Between May 1969 andJune 1975, 43 patients with d-transposition of the great arteries, ranging in agefrom 2 months to 13 years (mean 19 months), underwent surgical correction. In the first 3 patients Mustard's original method was followed. Later a modified procedure was performed using a Teflon patch. Forty-two of the 43 patients had previously had 50 various palliative procedures, of which 30 were balloon atrial septostomy only. Five patients died in hospital (up to 5 weeks after operation). Of the 32 patients with simple repair of transposition of the great arteries (including 3 with ligation of a persistent ductus arteriosus), 3 died. One patient died as a result of complete A V block, one as a result of renal damage associated with unrelieved £oarctation of the aorta, and one of cerebral infarction and peritonitis which probably were initiated preoperatively. Six patients who had additional surgery for pulmonary stenosis surzvived, including 3 patients who had closure of ventricular septal defect. Of another 5 patients with closure of ventricular septal defect, including 2 who had debanding of the pulmonary artery, 2 died in a low cardiac output state. One infant operated on for subpuimonary stenosis developed permanent complete A V block and was successfully treated with a pacemaker. All the patients with combined operations had some problems postoperatively. The survivors improved greatly, but 2 patients died suddenly one, and one and a halfyears after the operation respectively.
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Haemodynamic currection of transposition of the patients with atrial septal defect after a Blalockgreat arteries by redirecting the pulmonary and the Hanlon procedure, with pulmonary stenosis, or systemic circulation at the atrial level is based on with ventricular septal defect, a sternal split was the pioneer work of Albert (1954) , of Senning used, and later this became the standard procedure (1959) , and of Johansson (1963) . Mustard in 1964 in all patients. In the first 3 patients we used the described the first case successfully operated upon original Mustard technique and sutured the patch using a pericardial patch to redirect the caval blood in front of the coronary sinus. To avoid the region to the mitral orifice and the pulmonary venous of the atrioventricular node and the bundle of His, blood to the tricuspid ostium. Since then this has in later patients the patch has been placed behind become a standard procedure, using either a peri-the sinus, draining its blood together with the cardialora Dacron patch. Accompanying significant pulmonary venous blood. In the first 3 patients lesions also have to be corrected during the pro-pericardial patches were used. Later we have used cedure. The present report reviews our experience very thin, knitted Teflon (U.S.C.I.1 No. 3105) with this treatment in infants and children.
because it is pliable, easy to form, and does not stretch. Procedures what is to be the expected annual need for this corrected as they were considered to be of minor operation in Norway (Table 1) . Before the pro-importance. One was the youngest patient, who had cedure, 42 of the 43 patients had undergone 50 a small persistent ductus arteriosus. Four patients separate palliative procedures; 30 of the patients had a mild to moderate pulmonary subvalvar had balloon atrial septostomy only (Table 2) . stenosis on the angiocardiogram, with systolic Blalock-Hanlon operations were done in 3 patients pressure gradients ranging from 28 to 48 mmHg with an inadequate balloon septostomy, and in 6 (3-7 to 6-4 kPa) between the left ventricle and the pulmonary artery or wedged pulmonary vein The use of a pacemaker might have saved him (a 2 of these died suddenly of no apparent cause one, later patient in our series, with a combined Mustard and one and a half years, respectively, after the procedure and pulmonary valvotomy plus sub-operations. Six patients have slight cyanosis pulmonary resection also developed total AV block, clinically, possibly caused by leakage around the but is now doing well on a radio-frequency pace-baffle. In 11 cases the chest x-ray film shows some maker). A second patient died of renal failure; he increase in the heart size; this has occurred more had unrelieved coarctation of the aorta. A 2-month-commonly in the patients who have had complex old infant of 2-9 kg died of cerebral infarction and procedures. peritonitis, both of which were probably present before the operation; the clinical assessment was difficult as the patient was very ill, and the final Discussion diagnosis was only made at necropsy.
In the past few years experience with the Mustard Of the 11 patients who had a Mustard operation operation has been reviewed in a number of reports The management of complicated transposition of had no clinical problems, but follow-up studies are the great arteries is controversial, the results after needed for an adequate evaluation of the baffle. the Mustard procedure often being less satisfactory.
There is no general agreement yet as to the most Those with large or multiple ventricular septal desuitable age for the Mustard procedure. Waldhausen fects, where there may be irreversible pulmonary et al. (1971) and Gutgesell and McNamara (1975) hypertension, have hitherto first had palliation by prefer the second year of age for transposition of banding of the pulmonary artery. This treatment, the great arteries with intact ventricular septum, at 4 to 6 months of age, was still recommended by with palliative procedures before that. But the Bonham-Carter (1973) . However, it seems that the former group have advocated earlier correction if current trend is to recommend early primary corthe child's general condition deteriorates. A sub-rection (usually using deep hypothermia). Neutze stantial mortality has been observed however after and Clarkson (1973) found that banding did not palliative treatment in the first 12 months of life give satisfactory palliation. They performed suc- (Tynan, 1971; Parsons et al., 1971) . More recently cessful primary correction in 4 infants at 2 to 4 the trend has been to do early correction, parti-months of age, but in another 4 operated upon cularly in simple transposition (Aberdeen, 1971) . during the first month of life only 1 survived. Neutze and Clarkson (1973) reported 2 hospital Champsaur et al. (1973) found that the overall risk deaths (11%) after correction of 18 infants with of banding with subsequent Mustard procedure, transposition of the great arteries and intact repair of ventricular septal defect, and debanding, ventricular septum. They now accept 3 months as the was formidable, and also recommended primary optimal age for correction of simple transposition correction, before 6 to 8 months of age. Subramanian (1974) 
